Suicide and violence are significant problems in a subset of Iraq/Afghanistan-era veterans. This study investigates how posttraumatic stress disorder (PTSD) and resilience in veterans are associated with suicidal ideation and violent impulses while controlling for known covariates of both adverse outcomes. Structured clinical interviews were conducted of N ϭ 2,543 Iraq/Afghanistan-era U.S. veterans. Compared with veterans denying suicidal ideation or violent impulses (n ϭ 1,927), veterans endorsing both (n ϭ 171) were more likely to meet diagnostic criteria for PTSD, report childhood abuse, combat exposure, physical pain symptoms, and drug misuse, and less likely to endorse self-direction/life purpose. Veterans reporting concurrent suicidal ideation and violent impulses had higher odds of misusing drugs and reporting pain symptoms relative to veterans reporting suicidal ideation only (n ϭ 186) and had lower odds of endorsing self-direction/life purpose compared with veterans reporting violent impulses only (n ϭ 259). The findings underscore the importance of examining drug abuse, physical pain symptoms, and self-direction/life purpose, as well as PTSD and history of trauma, in the context of clinical assessment and empirical research aimed at optimizing risk management of suicide and violence in military veterans.
A subset of Iraq/Afghanistan-era veterans are at risk for suicidal (Kang & Bullman, 2008; Kaplan, Huguet, McFarland, & Newsom, 2007; Kimbrel et al., 2014; Nock et al., 2014; Schoenbaum et al., 2014; Wells, Horton, LeardMann, Jacobson, & Boyko, 2013) and violent behaviors (Jakupcak et al., 2007; Killgore et al., 2008; Rosellini et al., 2016; Sayer et al., 2010; Thomas et al., 2010) . Posttraumatic stress disorder (PTSD) has been linked to increased risk of suicidal behavior (Ferrada-Noli, Asberg, Ormstad, Lundin, & Sundbom, 1998; Hendin & Haas, 1991; Jakupcak et al., 2009; Kimbrel et al., 2014) and violence toward others (Gallaway, Fink, Millikan, & Bell, 2012; Kimbrel et al., 2014; Lenhardt, Howard, Taft, Kaloupek, & Keane, 2012; MacManus et al., 2012; , though it should be noted some studies show these links are affected by moderating factors (Conner et al., 2014; Elbogen, Johnson, Wagner, et al., 2014) . While findings are mixed, combat exposure has also been associated in veterans with increased risk for suicidal behavior (Fanning & Pietrzak, 2013; Kimbrel, Meyer, DeBeer, Gulliver, & Morissette, 2016) and violence to others (Gallaway et al., 2012; Hellmuth, Stappenbeck, Hoerster, & Jakupcak, 2012; Lenhardt et al., 2012; MacManus et al., 2012; Stappenbeck, Hellmuth, Simpson, & Jakupcak, 2014) .
At the same time, empirical studies have determined that greater resilience is associated with reduced odds of both suicidality (Pietrzak, Russo, Ling, & Southwick, 2011; Youssef, Green, Beckham, & Elbogen, 2013) and violence (Elbogen, Johnson, Newton, et al., 2014) in Iraq/Afghanistan-era veterans. Such findings are consistent with theoretical models of traumatic stress and "adaptive coping processes" which posit that there are psychological mechanisms of resilience by which individuals are able to recover from traumatic events and experiences (Agaibi & Wilson, 2005; Folkman, 1997; Yehuda et al., 2015) . Resilience and adaptive coping have been investigated for over a decade, and empirical research has demonstrated the restorative function of positive emotions with respect to physiological, psychological, and social coping resources, and identified mechanisms that generate positive emotions including benefit finding and reminding, adaptive goal processes, reordering priorities, and infusing ordinary events with positive meaning (Folkman, 2008) . While resilience can be understood as a single construct (Green et al., 2014) , Agaibi and Wilson (2005) state that "it is conceptually advantageous to define resilience as a complex repertoire of behavioral tendencies. " (p. 197) . Empirical studies of resilience in adults, including veterans (Pietrzak et al., 2010) , have identified different domains of resilience, encompassing constructs of self-determination and meaning, toleration of negative affect, hardiness, social support, and spirituality (Connor & Davidson, 2003; van der Kolk, Roth, Pelcovitz, Sunday, & Spinazzola, 2005) .
Despite the importance of PTSD, trauma, and resilience for understanding suicidality and violence in veterans, there are several gaps in the existing scientific literature. First, to our knowledge, there are limited studies examining both PTSD and resilience in terms of suicide and violence in veteran populations. The construct of psychological resilience in Iraq/Afghanistan-era veterans has received attention (Pietrzak et al., 2010; Wisco et al., 2014) and scholars argue it is critical to consider in the context of suicide and violence (Wortzel & Arciniegas, 2013) . Outside of one study (Pietrzak et al., 2010) finding that sense of purpose and control significantly related to reduced suicidal ideation and PTSD related to higher suicidal ideation in veterans, we are unaware of other research directly analyzing PTSD and resilience in tandem, which would permit testing of the conceptual role of adaptive coping processes with respect to suicide and violence in veterans.
Second, there are relatively few studies of veterans examining both harm to self and others concurrently (for reviews, see Beckham, Moore, & Reynolds, 2000; Elbogen et al., 2010; Glenn et al., 2002) . Even though mental health clinicians conducting mental status examinations with veterans routinely assess for suicidal and violent behaviors at the same time, providers may be less prepared to manage patients who report issues of harm toward both self and others. However, the vast majority of scientific studies on veteran suicidality do not examine violence to others and, correspondingly, most studies in veterans on violence to others do not simultaneously examine suicidality. A few studies indicate a need to examine this possibility further. Hellmuth, Stappenbeck, Hoerster, and Jakupcak (2012) explored suicidal ideation and aggression in U.S. Iraq/Afghanistan war veterans, reporting that specific PTSD symptoms were associated with these two adverse outcomes and that at least some veterans reported both suicidality and aggression to others. Similarly, Snir, Itzhaky, and Solomon (2016) found that suicidal ideation was related to aggressive impulses only in the presence of PTSD among military veterans from Israel. Further, one study of homeless veterans identified problems with violence as a predictor of suicidal ideation (Goldstein, Luther, & Haas, 2012) . This research points to a need for identifying whether certain variables discriminate subgroups of veterans who may have problems with harm to self and others. With respect to veterans, scholars have identified overlapping risk factors associated with both suicide and violence (Wortzel & Arciniegas, 2013) ; thus, there may be a distinct subgroup of veterans at risk for the two combined.
Third, extant research examining PTSD in veterans has not consistently controlled for covariates associated with both suicide and violence. Childhood physical abuse (Yehuda et al., 2015 ) is important to consider, for both suicide and violence in veterans (Begic & Jokic-Begic, 2001; Gallaway et al., 2012; Hellmuth et al., 2012; Lenhardt et al., 2012; MacManus et al., 2012; Stappenbeck et al., 2014; Youssef et al., 2013) . Further, studies of veterans examining PTSD need also to analyze suicide and violence risk factors such as alcohol and drug abuse (Ejdesgaard, Zøllner, Jensen, Jørgensen, & Kähler, 2015; Elbogen, Johnson, Newton, et al., 2014; Ganzini, Edwards, Surkan, & Drummond, 1995; Ilgen, Conner, Valenstein, Austin, & Blow, 2010; Jakupcak et al., 2007; Lehmann, McCormick, & Kizer, 1999; Owens et al., 2014) , major depressive disorder (MDD; Conner et al., 2014; Ilgen, Conner et al., 2010; Nock et al., 2014; Pietrzak et al., 2011; Sherman, Sautter, Jackson, Lyons, & Han, 2006; Taft et al., 2005; Teten, Schumacher, Bailey, & Kent, 2009) , or physical pain (Elbogen, Johnson, Newton, et al., 2014; Ilgen, Zivin, et al., 2010; Kerns, Otis, Rosenberg, & Reid, 2003; Plagge, Lu, Lovejoy, Karl, & Dobscha, 2013) .
Overall, more empirical research in veteran populations is needed to address PTSD and resilience in tandem as independent variables, suicidality and violence concurrently as dependent variables, and controll for key demographic, historical, and clinical covariates. To achieve this, the current study investigated to what extent PTSD and resilience are associated with a distinct group of Iraq/Afghanistan-era veterans at risk for both self-harm and violent behavior, while statistically controlling for childhood abuse, subThis document is copyrighted by the American Psychological Association or one of its allied publishers.
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stance abuse, MDD, pain, as well as other potential risk factors. Consistent with theoretical models of traumatic stress and adaptive coping processes (Agaibi & Wilson, 2005; Folkman, 1997) , and empirical research demonstrating effects of different domains of resilience (Folkman, 2008) , we hypothesize that PTSD will be positively associated and resilience will be negatively associated with at-risk groups of veterans, in the current study those reporting suicidal ideation only, those reporting violent impulses only, and those reporting both concurrently.
Method

Study Setting
The data analyzed in the present investigation were collected through the Post-Deployment Mental Health (PDMH) Study, a large, ongoing multisite study conducted by the United States (U.S.) Department of Veterans Affairs' (VA) Mid-Atlantic Mental Illness Research, Education and Clinical Center (MIRECC) at four VA medical centers located in North Carolina and Virginia. Most of the veterans in this cross-sectional cohort study were registered at registered with a VA medical facility, and approximately half were receiving medical or mental, and approximately half were receiving medical or mental health services at the time of the study. Detailed data collection procedures are described elsewhere (Brancu et al., in press ). Participants in the present analyses include a total of N ϭ 2,543 Iraq/Afghanistan-era U.S. military veterans, active duty personnel, and reserve forces (National Guardsmen and Reservists) members who had served since September 11, 2001 . Participants were recruited from a variety of sources using flyers, VA clinic referrals, and invitational letters. The Institutional Review Board at each collaborating site approved the protocol prior to initiating the study. After providing informed consent to participate in the study, participants completed a structured diagnostic interview and battery of self-report measures, typically within a single study visit.
Measures
Data collected in the PDMH multisite study included a structured clinical interview of DSM-IV-TR Axis I disorders; 29 psychosocial measures, across a wide range of psychiatric and medical domains; and a blood sample. From those, the following measures were chosen for this specific investigation as they represented the available domains fitting our theoretical model and research questions. A demographic questionnaire was developed internally by the study team to capture demographic variables included age, ethnicity, and gender.
Alcohol Use Disorder Identification Test (AUDIT; Babor, Higgins-Biddle, Saunders, & Monteiro, 2001 ). The AUDIT is a 10-item screening questionnaire developed by the World Health Organization to identify hazardous or harmful levels of alcohol consumption (referred to in this paper as alcohol misuse), including frequency of drinking, alcohol dependence, and problems cause by alcohol. Items are scored from 0 to 4, with a maximum possible score of 40. Among those diagnosed as having hazardous or harmful alcohol use, 92% had an AUDIT score of 8 or more, and 94% of those with nonhazardous consumption had a score of less than 8 (Saunders, Aasland, Babor, de la Fuente, & Grant, 1993) .
Beck Depression Inventory-II (BDI-II; Beck, Steer, & Brown, 1996). The BDI-II is a widely used clinically sensitive 21-item instrument for measuring the severity of depression in clinical and normal patients. Each item is a list of four statements arranged in increasing severity about a particular symptom of depression (Storch, Roberti, & Roth, 2004) . Items are scored on a 4-point scale from 0 to 3. It yields a total score that indicates depression severity (0 -13 ϭ minimal, 14 -19 ϭ mild, 20 -28 ϭ moderate, 26 -63 ϭ severe). Research indicates it has excellent criterion-related validity and reliability (␣ ϭ .92 for outpatient population; 1-week test-retest correlation of .93) and high internal consistency (␣ ϭ .91). BDI-II total scores have been correlated with scores on other psychological tests (Beck et al., 1996) . A diagnostic efficiency study using a clinical college sample of 127 students yielded a 93% true positive rate and 18% false positive rate (Beck et al., 1996) . The BDI-II yields a coefficient alpha of .92 for the outpatient population (n ϭ 500) in the sample referred to in the manual.
Beck Scale for Suicide Ideation (BSS; Brown, Beck, Steer, & Grisham, 2000)
. The BSS is a 21-item scale of suicidality including items about deterrents, suicidal plans, and the patient's level of revealing suicidality to others (Beck, Steer, & Ranieri, 1988) . Items are scored on a 3-point scale from 0 to 2 with higher scores indicating higher severity. The internal consistency of the scale was found to be good (␣ ϭ .89), the validity was good and factor analysis supported the three dimensions above (Beck et al., 1988; Brown, Beck, Steer, & Grisham, 2000; Cochrane-Brink, Lofchy, & Sakinofsky, 2000; Steer, Rissmiller, Ranieri, & Beck, 1993) .
Combat Exposure Scale (CES; Keane et al., 1989) . The CES is a seven-item questionnaire assessing frequency of combatrelated stressors on a 5-point scale ranging from 0 ϭ no or never to 4 ϭ 51 ϩ times or 7 months or more or 26 ϩ times or 76% or more (Lund, Foy, Sipprelle, & Strachan, 1984) . The total CES score (ranging from 0 to 40) is calculated by using a sum of weighted scores, classified into categories of combat exposure ranging from "light" to "heavy." It has been validated in, and shown to be reliable for, measuring combat and warzone experience of Iraq and Afghanistan veterans (Guyker et al., 2013; Miller, Wolf, Martin, Kaloupek, & Keane, 2008) . Originally, the CES yielded a coefficient of reproducibility (CR) of .93 indicating that in 93% of the cases veterans did experience all of the lower scoring events that led up to their highest scoring event on the scale (Lund et al., 1984) . A CR greater than .90 indicates a reliably constructed Guttman scale, a scale in which a respondent's scale score is a predictor of his response pattern (Lund et al., 1984) .
Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003).
The CD-RISC is a 25-item measure of resilience related to coping skills and personal strengths. Items are rated on a 5-point scale from 0 to 4 with higher scores indicating higher resilience (0 ϭ not true at all to 4 ϭ true nearly all of the time). It has been found to be a reliable and valid tool (Connor & Davidson, 2003) . Factor analysis (Connor & Davidson, 2003) yielded the following domains of resilience which have been used in studies of suicidal ideation in veterans (Pietrzak et al., 2010) , in which each summed domain item had fair to excellent internal consistency in the current sample: (a) tenacity, personal compeThis document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. Skinner, 1982) . The DAST is a 20-item screening measure of drug abuse. Items are scored 0 ϭ no or 1 ϭ yes and include questions about behaviors and symptoms pertaining to drug use and misuse (Skinner, 1982) . A score of at least six suggests possible drug abuse (Skinner & Goldberg, 1986) . Previous research has demonstrated good internal consistency of the items (Saltstone, Halliwell, & Hayslip, 1994; Skinner, 1982) .
Structured Clinical Interview for DSM-IV-TR Axis I Disorders (SCID-I; Spitzer, Williams, Gibbon, & First, 1992). The SCID was used to diagnose current MDD and PTSD according to DSM-IV criteria. The SCID has been found to be both clinically sensitive and reliable with good to excellent interrater reliability for current disorders ). In the current study, trained research personnel administered the SCID-I to all participants. Interviewers completed an extensive SCID training program consisting of (a) watching the standard SCID training tapes and rating seven taped interviews to evaluate interrater reliability, (b) observing at least one live full SCID interview, and (c) being observed and rated conducting at least one live SCID interview with the participant population. Additionally, over the course of the study, interviewers also (a) received routine consultation with experienced interviewers, (b) were provided with supervision and consultation by licensed psychologists, (c) participated in biweekly reliability meetings for the first seven years and monthly meetings after that (after based on minimal rater drift and mostly experienced staff), and (d) conducting yearly live rated observations. Interrater reliability for any Axis I disorder among research personnel who scored a series of seven SCID-I-based training videos was excellent (N ϭ 22 interviewers, Fleiss' ϭ 0.94 for current diagnoses, .94 for lifetime, or .938 for both). Interviewers also demonstrated excellent mean interrater reliability specifically for current PTSD (Fleiss' ϭ 1.0), as well as for current (Fleiss' ϭ 1.0) MDD. Please note that, to our knowledge, most studies on suicide or violence in veterans do not measure diagnosis with a gold standard such as the SCID.
Traumatic Life Events Questionnaire (TLEQ; Kubany et al., 2000). The TLEQ is a 23-item self-report measure of 22 types of potentially traumatic events ranging from natural disasters to sexual abuse. Item scores range from ranging from 0 ϭ never to 6 ϭ more than 5 times. The last question asks respondents to identify the one event that "causes you the most distress" among those endorsed. All events are described in behavioral terms, avoiding emotionally charged words such as "rape" or "abuse." It provides a 7-point response format to indicate frequency of occurrence. Consistent with DSM-IV diagnostic criteria, follow-up probes ask whether respondents felt fear, helplessness, or horror during any event experienced. The measure was adapted to include a question assessing trauma exposure in military service (Clancy et al., 2006; Dedert et al., 2009 ). The psychometric properties of the TLEQ have been widely documented, including acceptable reliability for OEF/OIF veterans (Clancy et al., 2006; Dedert et al., 2009; Kubany et al., 2000) . Initial studies have demonstrated content validity and reliability of this measure (Kubany et al., 2000) . The average convergent validity with an interview one week later for the TLEQ was 85% (range of 74%-97% for individual items). Items of particular interest for this study were participants' endorsement of physical or sexual abuse during childhood.
Symptom Checklist-90-Revised (SCL-90 -R; Derogatis, 1994; Kinney, Gatchel, & Mayer, 1991). The SCL-90 -R is a 90-item, brief, multidimensional checklist used to screen for a broad range of psychological problems and symptoms of psychopathology, including pain-related items: "pain in lower back," "headaches," "pains in heart or chest," or "soreness of your muscles." Items are scored from 0 ϭ not at all to 4 ϭ extremely in response to the level of distress during the past week. Internal consistency (range from .77 to .90) and test-retest (range from .68 to .90) were demonstrated to be good (Derogatis, 1994 ).
In the current study, suicidal ideation was scored positive if veterans either: (a) scored 3 or higher on the BSS (Guerra & Calhoun, 2011) ; or (b) endorsed current suicidal ideation on the BDI-II (as recommended by Beck, Steer, & Brown, 1996) . Violent impulses were scored positive if veterans: (a) reported experiencing "urges to beat, injure or harm someone" at least "quite a bit" of the time during the past week on the Symptom Checklist-90-R (Derogatis, 1994) ; or (b) responded "yes" to the demographics form question "During the past 30 days, have you had trouble controlling violent behavior (e.g. hitting someone)?" Analysis SAS version 9.4 was employed for all analyses. Using above measures, four subgroups were formed denoting veterans who endorsed: (a) neither suicidal ideation nor violent impulses (n ϭ 19,27); (b) suicidal ideation only (n ϭ 186); (c) violent impulses only (n ϭ 259); and (d) both suicidal ideation and violent impulses (n ϭ 171).
Descriptive statistics were used to report frequencies across these four subgroups of veterans of the aforementioned factors (using established cut-offs when appropriate; e.g., score of Ͼ ϭ 8 on the AUDIT indicating alcohol misuse; Ͼ ϭ 3 on the DAST indicating drug misuse; Ͼ ϭ 9 on the CES indicating high combat exposure).
Multivariable models of putative factors using continuous variables were tested using logistic regression procedures with all variables entered simultaneously, using veterans endorsing neither suicidal ideation nor violent impulses as the referent group. Additional regression analyses were conducted to compare veterans with concurrent suicidal ideation and violent impulses with those reporting suicidal ideation-only and with those reporting violent impulses-only.
Finally, predicted probabilities were calculated as a function of PTSD and scores above and below the median on the CD-RISC. Table 1 provides sample characteristics by veteran subgroup. The entire sample was predominantly male (80.2%) and race was nearly equally distributed between White (48%) and non-White (52%). On average, participants were 37.4 (SD ϭ 10.0) years of age, and greater than 50% reported high levels of combat expoThis document is copyrighted by the American Psychological Association or one of its allied publishers.
Results
sure. In total, 44% reported history of childhood physical or sexual abuse. About a fifth of the sample screened positive for alcohol misuse (21.6%) and 9.9% screened positive for drug misuse. On the SCID, 28.2% met criteria for current PTSD and 17.6% met criteria for current MDD. Nearly half (47%) endorsed significant current physical pain on the SCL-90 -R. Risk factors examined were highest in the concurrent suicidal ideation and violent impulses group. These factors were combined using multivariable logistic regression procedures (see Table 2 ). The following factors were significantly associated with suicidal ideation-only: CD-RISC control, CD-RISC security, CD-RISC spirituality, childhood abuse, MDD on the SCID, and SCL-90 -R pain symptoms. The following factors were significantly associated with violent impulses-only: PTSD on the SCID, CD-RISC control, childhood abuse, combat exposure, and SCL-90 -R pain symptoms. The following factors were significantly associated with concurrent suicidal ideation and violent impulses-only: PTSD on the SCID, CD-RISC control, childhood abuse, combat exposure, drug misuse, and SCL-90 -R pain symptoms. Table 3 shows two separate logistic regression models estimates odds of subjects experiencing concurrent suicidal ideation and violent impulses compared with (a) veterans with suicidal ideation-only (referent group); and (b) veterans with violent impulses-only (referent group). Compared with veterans with suicidal ideation only, veterans with concurrent suicidal ideation and violent impulses were more likely to meet criteria Note. † ϭ compared with veterans endorsing neither suicidal ideation nor violent impulses (referent group). OR ϭ Odds ratio; CI ϭ confidence interval; PTSD ϭ posttraumatic stress disorder; SCID ϭ Structured Clinical Interview for DSM-IV-TR Axis I Disorders; CD-RISC ϭ Connors-Davidson Resilience Scale; MDD ϭ major depressive disorder; SCL-90-R ϭ Symptom Checklist-90 Revised; df ϭ degrees of freedom. This document is copyrighted by the American Psychological Association or one of its allied publishers.
for PTSD but less likely to meet criteria for MDD, had lower scores on CD-RISC control and CD-RISC tolerance, and had higher scores on CD-RISC security, the DAST, and SCL-90 -R pain symptoms. Compared with veterans with violent impulses only, veterans with concurrent suicidal ideation and violent impulses had lower scores on CD-RISC control.
Veterans with PTSD and who scored below the median on the CD-RISC had the highest odds of suicidal ideation, violent impulses, and both (see Figure 1) . Veterans with PTSD who scored below the median on the CD-RISC (predicted probability ϭ 0.18) had more than triple the predicted probability of concurrent suicidal ideation and violent impulses compared with veterans with Chi-Square ϭ 85.00, df ϭ 15, p Ͻ .001; r-square ϭ .25
Chi-Square ϭ 68.56, df ϭ 15, p Ͻ .001; r-square ϭ .24
Note. OR ϭ Odds ratio; CI ϭ confidence interval; PTSD ϭ posttraumatic stress disorder; SCID ϭ Structured Clinical Interview for DSM-IV-TR Axis I Disorders; CD-RISC ϭ Connors-Davidson Resilience Scale; MDD ϭ major depressive disorder; SCL-90-R ϭ Symptom Checklist-90 Revised; df ϭ degrees of freedom. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
PTSD and resilience above the median (predicted probability ϭ 0.05), and over double the predicted probability compared with veterans without PTSD and below the median on resilience (predicted probability ϭ 0.07). Post hoc analyses examined specific items on the DAST and report of concurrent suicidal ideation ϩ violent impulses. The following DAST items had significant positive associations with this at-risk subgroup of veterans: "Have you gotten into fights when under the influence of drugs?" (r ϭ .188, p Ͻ .001), "Have you ever experienced withdrawal symptoms (felt sick) when you stopped taking drugs?" (r ϭ .137, p Ͻ .001), and "Have you abused prescription drugs?" (r ϭ .136, p Ͻ .001).
Discussion
Relatively few studies have addressed concurrent problems of suicide and violence in veterans (Goldstein et al., 2012; Hellmuth et al., 2012; Snir et al., 2016) . To our knowledge, this is the first analysis to identify factors associated with veterans who exclusively endorse either suicidal ideation or violent impulses, and veterans who endorse both. As predicted by theoretical models of traumatic stress and adaptive coping processes (Agaibi & Wilson, 2005; Folkman, 1997) , PTSD was positively related to suicidal ideation and violent impulses in veterans and inversely related to psychological resilience (see Figure 1 ). Higher levels of combat exposure, childhood abuse, and a diagnosis of PTSD were associated with violent impulses, whether singly or concomitantly with suicidal ideation. Further, our specific finding on the role of self-direction and life meaning closely replicates results from Pietrzak et al. (2010) in which multivariate logistic regression analysis revealed that higher scores on the purpose/control factor of the CD-RISC (OR ϭ 0.89, 95% CI [0.79, 0.99]) were also negatively associated with suicidal ideation in veterans (Pietrzak et al., 2010) .
That resilience factored strongly in our analyses, particularly veterans' sense of control over and meaning in one's life (van der Kolk et al., 2005) , has important implications for clinical practice and risk management strategies. Studies documenting the importance of moral injury among veterans with PTSD (Litz et al., 2009) have documented the therapeutic benefit of aiding veterans in reestablishing life meaning; the latter findings have obvious implications, particularly for veterans experiencing suicidal thoughts. Moreover, the importance of perceived control as a protective factor in suicide and violence supports use in psychosocial rehabilitation and recovery, a client-centered approach designed to help veterans with mental health problems (Elbogen, Johnson, Newton, et al., 2014) . A primary aim psychosocial rehabilitation, is to facilitate the acquisition of skills needed for attainment of life goals; the protective effect of this facet of resilience, that is, control, should be an obvious component of such a program, particular among veterans who are be experiencing suicidal ideation or violent impulses.
It was also noteworthy that reported recent pain symptoms were linked to higher likelihood of suicidal ideation and violent impulses in all analyses on Table 2 . Chronic pain constitutes one of the most prevalent and impairing medical conditions experienced among Iraq/Afghanistan-era veterans (Kerns et al., 2003; Lew et al., 2009; Plagge et al., 2013) , and one possible explanation of the relationship between drug misuse and concurrent suicidal ideation and violent impulses may be related to higher levels of reported pain. 81% of veterans with concurrent suicidal ideation and violent impulses reported significant pain symptoms and post hoc analysis shows that 61% of veterans who reported prescription drug misuse also reported significant pain symptoms. Although it is not known whether misuse of medications prescribed for pain conditions resulted in elevated scores on the DAST (measure of drug misuse), we can speculate about the relationship between prescription drug misuse, suicidal ideation, and violent impulses in this population experiencing high levels of pain severity. Provided the significant negative impact of pain disorders coupled with our current findings that pain severity is associated with suicidality and violent impulses (both separately and concurrently), there is a compelling argument to be made for health care providers to address pain, substance abuse, and psychiatric health (Seal et al., 2011) in the context of a risk assessment for suicide and violence.
Although concurrent suicidal ideation and violent impulses may merely reflect more severe psychopathology, results from our multivariate analysis on Table 3 suggest otherwise. Specifically, compared with veterans with suicidal ideation only, veterans with concurrent suicidal ideation and violent impulses were more likely to have PTSD but less likely to have MDD. In addition, compared with veterans with violent ideation only, veterans with concurrent suicidal ideation and violent impulses did not have significantly different rates of PTSD and MDD.
Further, drug abuse was associated with comorbid problems with suicide and violence, which is generally consistent with recent epidemiological research showing that drug abuse longitudinally predicted both suicidal and violent behavior in the general population as well as in clinical populations (Fazel, Wolf, Palm, & Lichtenstein, 2014) . Indeed, veterans with concurrent suicidal ideation and violent impulses were at higher risk for drug abuse relative to veterans reporting suicidal ideation only. This has implications for risk assessment research and practice: illicit drug misuse among veterans experiencing either suicidal ideation or violent impulses may signal a particularly higher level of risk for harm to self and others compared to suicidal ideation only. Clinical risk management in such circumstances could include a detailed investigation of putative drug abuse with concurrent referrals to substance use treatment and drug testing as part of subsequent clinical interventions. These findings suggest it would be important for future research to identify what drugs, along with quantity and frequency, are associated with risk of harm to self and others in veterans.
The data are cross-sectional and cannot be used to make causal inferences about the effects of risk and protective factors on suicidal ideation or violent impulses. As such, it remains an empirical question whether targeted assessment and treatment of substance misuse and chronic pain, or interventions directed at increasing self-determination among this key cohort of veterans mitigate risk for suicide or violence. A longitudinal design would better address causal pathways to help researchers and clinicians better understand how factors at one point in time may be associated with the subsequent development of other factors at a future point in time.
As a caveat to this work, we would note that study does not specifically measure suicidal or violent behavior per se. Although suicidal ideation and violent impulses have been shown to be predictors of suicidal and violent behavior respectively, the current This document is copyrighted by the American Psychological Association or one of its allied publishers.
study is limited to making interpretations about variables serving as proxies for actual harm to self or others. Research, especially for self-harm, shows that risk factors for ideation and behavior, may differ (Werbeloff, Markou, Hayes, Pitman, & Osborn, 2016) . Thus, it is unknown whether the factors examined relate to actual suicide attempts or violent behavior. We should also note that we did not examine all possible risk factors putatively associated with suicide and/or violence in veterans (Wortzel & Arciniegas, 2013) . Accordingly, qualitative and quantitative subcategories of these risk factors should be candidates for subsequent research (e.g., one vs. multiple episodes of childhood abuse or pain intensity, pain interference and location of pain problem). The finding on self-determination and life purpose was robust. It is recommended that additional research be undertaken to clarify specific facets of resilience and its effects on suicidality and violence in veterans. That spirituality was positively associated with suicidal ideation only is at odds with research in the general population showing it is negatively associated with suicidal ideation (Rasic, Robinson, Bolton, Bienvenu, & Sareen, 2011) . It should be noted, though, that for the CD-RISC, spirituality had the lowest Cronbach's alpha in the current sample and is also the only domain composed of only two items so this finding needs to be interpreted cautiously. Future empirical efforts examining suicide and violence in veterans should include more extensive measures of spirituality as well as the other areas of resilience (e.g., selfdetermination, grit/hardiness, etc.).
Finally, the sample is self-selected and not necessarily representative of all Iraq/Afghanistan-era veterans. Study participants were recruited from the Mid-Atlantic region of the country, many of whom were enrolled in VA health care. Nevertheless, the cohort demographics closely match the post-9/11 national veteran population National Center for Veterans Analysis and Statistics (NC-VAS, 2015) . While there are a somewhat higher percentage of female veterans in this cohort compared with the national 9/11 veteran population (Epidemiology Program, Post-Deployment Health Group, 2015) , it closely matches the regional (MidAtlantic) cohort receiving VA health care (18.6% women; Hoffman, 2016) . Mental health diagnostic rates are also similar with the exception of nonalcohol drug abuse/dependence rates, which are lower in this cohort (Epidemiology Program, Post-Deployment Health Group, 2015) .
Regardless, it is important to emphasize that the aim of the present study was not to generate prevalence rates of suicidal ideation or violent impulses in Iraq/Afghanistan-era veterans. Rather, our aim was to determine if and how PTSD and resilience related to veterans who experienced problems with both harm to self and others concurrently and to identify factors most strongly associated with concurrent or independent suicidal ideation and violent impulses in Iraq/Afghanistan-era veterans. To our knowledge, this is the only study to date that has investigated these specific empirical questions in a large cohort.
To summarize, this study of Iraq/Afghanistan-era veterans revealed a small yet identifiable group of veterans that experience concurrent suicidal ideation and violent impulses. Pain symptoms and a diagnosis of major depression were associated with suicidal ideation, and combat exposure and a diagnosis of PTSD were associated with both subgroups of veterans endorsing violent impulses. A history of childhood abuse was common to all risk categories. Drug misuse and pain symptoms distinguished veterans with concurrent suicidal ideation and violent impulses from veterans reporting suicidal ideation only.
Resilience factors, particularly perceptions of control, were associated with lower odds of impulses among all three at-risk subgroups. Not surprisingly, secure relationships, presence of life direction and meaning, and perceptions of control were associated with decreased risk for suicidal ideation and/or violent impulses. Although additional research is needed to replicate and extend these findings, the current data suggest that a greater focus on drug use (including prescription drug misuse), treatment and support with pain management and facilitating an increase in perceived control and personal meaning may be useful mental health interventions in the context of veteran suicide and violence risk assessment and management.
